Dark-haired, brown-eyed woman. No physical abnormnality found. General condition: Healthy and wTell, only possible complaint being constipation which reacts to large doses of salts. Eighteen months ago started to take " purgoids " but has only taken about a dozen during that time. On the last twNo occasions, two months and two Neeks ago, she took two each time. Purgoids contain phenolphthalein.
Numerous pigmented macular lesions on the un(ler aspect of both breasts, opposing skin of chest and right flank. Not indurated or raised above level of skin.
Brownish black or dark purple colour, imottled with pale centres. Several have coalesced to form a linear lesion with serpiginous edge. One small lesion is less pigmented and more pale than the others with a few telangiectases. There is also an isolated lesion on the right flank. Freckles are present on face and forearms. Seven days ago advised to obtain adequate action of bowels with vegetable laxative pill at night and mist. alba in the morning. Non no worse, possibly less marked. 21.6.39: Advised to take two purgoids. December 1938: Began to be troubled with an irritable eruption of the face and swelling of the eyelids. Shortly afterwards a similar rash appeared in several areas on the hands and forearms, especially on the extensor aspects. Cutaneous changes of the same nature have continued to appear since then on different parts of the body.
January 1939: Extensive loss of hair, both of scalp and eyebrows. Patient began to have difficuilty in swallowing and his speech acquired a nasal character. Articulation would become very defective after saying a few words. Shortly afterwards, he first noticed an inability to abduct the left shoulder; later a similar w-eakness appeared on the right side. Subsequently he noticed weakness of the legs, especially on going upstairs and on rising from] a chair.
During the past month there has been a slight recovery of power in the legs; the rash has become less conspicuous and the hair has ceased to fall out. Speech and swallowing are normal at present and he has no parvesthesiae. He is of cachectic appearance and there is possibly some generalized wasting of the muscles. The glutei are almost completely wasted and there is considerable wasting of the supraspinati and infraspinati, especially on the left side. He shows almost complete loss of abduction at the shoulders, and considerable weakness of extension at the hipjoints. Power of other muscles not appreciably diminished. Movements of palate and face normal. No fibrillation of the muscles. No contractures. All ten(lonjerks brisk; no sensory loss.
Skin: Some irritation at night. Skin of face, particularly aroundl orbit, has a cyanotic tinge and shows some telangiectasia and pigmentation. Back of neck scaly, pigmented, and telangiectatic. Patches of redness and scaliness on the shoulders; some red patches on thighs, buttocks, and elbows. Section taken from side of neck where skin was red, showed some pigmentation, and was slightly thickened and quiadrilated. He has recently become deeply jaund(liced with white stools and bile in the urine but no pain, suggesting an obstructive jaundice, probably d(ue to malignant glands in the portal fissure. Report on section: The epidermis is perhaps a little thin, with one spot of parakeratosis.
There is oedema of the upper half to one-third of the corium with spreading apart of the collagen bundles and also fragmentation of the fibres. There is some dilatation of the capillaries, with a spot of endothelial proliferation. With van Gies:n the oedema with separation of the collagen bundles is well seen in the subpapillary layer. There is definite condensation of the connective tissue at the tips of the papille. The collagen bundles are crowded beneath the basal layers of the epidermis in parts. The basal layer shows rather more than normal pigmentation. There are a number of melanophores in the cutis. There is no infiltrate.
Disciussion.-Dr. L. FORMAN: During the past three years I have had two other cases of dermatomyositis associated with carcinoma.
(1) A woman aged 60, who had an inoperable carcinoma of the breast, and developed erythema of the dorsal aspects of the forearms, hands and fingers, and ankles. The eruption faded after two months, leaving atrophy and pigmentation of the skin. She also had weakness of the shoulder girdle and arms muscles, but there was no mention of difficulty in swallowing.
She had had five X-ray treatments to the breast before the appearance of the rash.
(2) A woman aged 51. In July 1937 a gland was removed from the left side of the neck and was found to be a squamous-celled carcinoma. The primary source was not discovered. It was suggested that it may have been in the lower part of the oesophagus. In October 1937, she developed an erythema of the face and hands and of the ears. She had been given X-ray treatment.
When I saw her in December 1937, she had weakness of the shoulder girdle and buttock muscles, difficulty in speech and in swallowing. Over the whole of the face, neck, shoulders and front of the chest the skin was erythematous, and cyanotic, particularly over the eyelids. The margins of the inflamed areas on the chest were sharply defined. The skin over the forearms and backs of the hands was red. Subse(luently she improved, the eruption largely subsided and the weakness of the shoulders improved, but her general condition deteriorated and she developed a mass in the pelvis, probably secondary deposits. A few months later she died.
Sections of the skin and of the deltoid muscle showed the changes which have been described in dermatomyositis. There was some hyperkeratosis, thinning of the epidermis, and areas of cedema of the connective tissue of the cutis with fragmentation of the collagen bundles. In the muscle there was tortuosity of the bundles, atrophy of the muscle substance and multiplication of the nuclei of the sarcolemmal sheath cells.
This association of three typical cases of dermatomyositis with carcinoma was to my mnd, striking. It may of course be a coincidence. However, a superficial search of the literature showed that some four years ago, Bezecny published in Arch. f. Dermat. u. Syph. (1934, 171, 223) full notes of two patients; one had inoperable carcinoma of the breast with dermatomyositis, and the other was a more striking case wvho had developed skin and muscle changes six months before admission. Nine months after the onset of the dermatomyositis, ovarian tumours were removed, but secondary deposits in the peritoneum were left. A few days after the operation she was able to swallow solid food, to dress herself, and the eruption was fading.
She was discharged after two weeks. Four months later, mastication and deglutition had returned to normal and the skin of the face was pale. The skin showed only scaling and occasional telangiectases and atrophy.
Hegave a short note of another case of dermatomyositis and ovarian carcinoma. Eleven days after operation this case showed considerable improvement.
In all these cases I have mentioned, the skin and muscle changes, both clinical and histological (where these have been carried out) have allowed the cases to be placed in the group of dermatomyositis. The course of the skin and muscle changes in some of these cases could not be completely followed out as the patients died of carcinoma. However, in all three of my cases the skin and muscle changes showed definite improvement under observation.
For discussion I would make a tentative suggestion that as in about 50% of cases of acanthosis nigricans an association with carcinoma has been shown, so it may be that further observation will demonstrate an association between dermatomyositis and carcinoma. For my own guidance dermatomyositis occurring in an adult of matureage, would suggest particular attention to investigation of the lower abdomen for carcinoma.
In the present case, the appearance of the dermatomyositis suggests the possibility of a recurrence of the carcinoma and this was supported by the appearance during the past week of a painless obstructive jauindice.
Dr. AGNES SAVILL: In July 1935 a woman of about 58 was sent to me for vaginal (lischarge; a malignant condition was found-primary epithelioma of the vagina. She was treated wN-ith radium at the Marie Curie Hospital. Four months later she came with erythema and telangiectases over the arms and recurrent urticaria of the face. There was also stiffness and weakness of the muscles of trunk and legs. Several saw her, and did not diagnose the condition; Dr. Dowling finally suggested poikilodermatomyositis. In Guy's Hospital she was thoroughly investigated the tonsils were removed and she was put on glycine treatment, to which she attribtuted her slow recovery. But the malignant disease recurred in the uterus, and in spite of intensive X-ray she died early in 1939. Dr. MITCHELL-HEGGS: I suggest that there is a similarity between this and the clinical picture of pellagra and that these cases of dermatomyositis associated with gastric carcinoma may be suffering from an avitaminosis apart from the dermatomyositis. Patient, female, aged 60, has had four attacks of acute dermatitis of the face during the last eight years. On one occasion definite swelling occurred which subsided with peeling. In February 1939 she is said to have had sharp attack of influenza. Since that date she has complained of increasing weakness and loss of weight. Two months ago the present eruption appeared on the face; there was no swelling, but considerable burning and irritation were complained of. The eruption has faded slightly in intensity but has remained more or less fixed for two months.
On examination.-A definite symmetrical erythema, with well-defined margin, is present on the face, involving the nose, supra-orbital region, and cheeks. When first seen two weeks ago it was definitely scaly and suggested the diagnosis of an acute lupus erythematosus. There is an area of telangiectatic mottling on the back of the upper arms just above both elbows. Three weeks ago there were telangiectatic scaly patches at the root of the nails and also slightly on the back of the knuckles. These have considerably faded during the patient's stay in hospital. There is obvious muscular weakness and she is unable to raise herself in bed; the hand-grip is very weak.
A tentative diagnosis of dermatomyositis was made since nothing else appeared to account for the asthenia, loss of weight, and skin manifestations. A section taken from the arm showed practically nothing. Section of muscle taken fromi the triceps again showed very little abnormal. In both sections slight changes were present which were consistent with the diagnosis but not enough in themselves to establish it. The patient, a woman aged 45, has noticed a tingling in the 3rd and 4th fingers of both hands for a year. This became much worse at Christmas 1938 and she then began to notice a weakness of the hands. This weakness has progressed rapidly and the hands have become stiffened. After electrical treatment (ionization), the hands became swollen and blue: this was attributed by the patient to the electrical treatment. She was not seen at this time and the accuracy of her statemeent cannot be proved.
Case for
On examination a week ago there was marked wasting of all the muscles of both forearms and the interossei. The hands are beginning to assume the attitude found in acrosclerosis. The terminal phalanges have stiffened and there is a, sclerodermic feeling in the back of the fingers. There are, however, no atrophic changes.
